The selection of patients for mitral commissurotomy must be made after considering all manifestations of the rheumatic state. A conservative approach is urged and no patients should be operated upon without evidences of increasing pulmonary hypertension and right heart strain. The preparation of the patient, the management of the arrhythmias during surgery and the postoperative care are the full responsibilities of the physician. A team composed of physiologists, cardiologists and surgeons must work together.
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A NEW generation of dynamic surgeons and physiologists armed with experimental data gained through cardiac catheterization technics has approached the baffling hemodynamic problems of which mitral stenosis is an outstanding example. The clinical course of mitral stenosis in a fairly large group of individuals represents a slowly progressive sequence of events often leading to permanent cardiac disability. The development of auricular fibrillation and thromboembolism increase the likelihood of invalidism and result in an average life span of only 46 years, according to Levine.3 This clinical pattern is physiologically defined in terms of elevated left atrial pressure behind the blocking action of the stenosed mitral valve. In order to establish a satisfactory pulmonary arterial gradient, elevation of pulmonary artery pressure must take place, with the vicious cycle ending in hypertrophy, dilatation and failure of the right ventricle. Therefore, the internist and cardiologist are compelled to evaluate the patients with mitral stenosis in order to submit to surgery that group of patients which can be helped most, to preveidt iieedless surgery in that larger Read before the Tw-enty-fifth Annual Scientific Sessions of the American Heart Association, Cleveland, Ohio, April 18, 1952. 30 group which can be treated medically, and lastly, to find those patients in which surgery may be harmful. To do this successfully, the selection of cases depends upon many manifestations other than the narrowed mitral orifice. stenosis with minimal regurgitation, slight to moderate enlargement of the left atrium with hypertrophy of the muscle of the atrium is the rule. The massive left atrium usually indicates long continued rheumatic involvement of the muscle, a large degree of mitral insufficiency and associated auricular fibrillation. We accept the widely held view that evidence of mitral regurgitation of more than a minimal degree is a contraindication to mitral commissurotomy. 4 If the clinician will use the readily available clinical data he may be able to avoid the necessity of cardiac catheterization as far as the selection of the patient for mitral commissurotomy is concerned. However, the benefits to be derived from mitral commissurotomy are determined best through the physiologic measurement of cardiac output and pulmonary artery pressures pre-and postoperatively ( 4 . J. L. 5 given slowly intravenously while the surgeon waits until control is gained. When ventricular irritability develops the surgeon waits, and if the irritability does not subside promptly, then intravenous procaine amide in a dosage of 500 to 1000 mg. is given. In other words, the surgeon is free to concentrate on his work while the anesthetist maintains the lightest possible anesthesia with full oxygenation, and the cardiologist is responsible for the function of the heart at all times. Blood or plasma are infused as needed to prevent shock.
Postoperatively the cardiologist continues full responsibility for the physiologic state of the heart. Hydration must be maintained to prevent fever, tachycardia and thromboembolism. The preoperative diet and digitalis are reinstituted within 12 to 24 hours. The head of the bed is elevated moderately as soon as full consciousness is restored. Deep breathing and arm and leg movements are insisted upon at an early time and the patient is gotten out of bed on the commode within four to six days. An x-ray film of the chest and an electrocardiogram are made prior to discharge from the hospital. The average hospital stay is five days preoperatively and 10 days postoperatively. At home, if there has been no sign of failure, the patient rests in bed with bathroom and dining-room privileges for 10 days and then gradually increases physical activity.
Postoperative Depo-Heparin, 200 mg. plain, intramuscularly, every 18 hours, is started within six hours and continued for three to four days if thrombi have been found in the atrium. Attempts to convert auricular fibrillation to sinus rhythm are not made until one or two months have passed.
RESULTS
Of the first 35 patients on whom mitral commissurotomies were attempted, eight were lost. None has been lost in the last 39 operations. It is believed that a lowered mortality rate can be obtained by careful selection, pre-operative preparation, team work among the cardiologist, anesthetist and surgeon during surgery, and wisely directed postoperative care.
Mitral commissurotomy was performed in 74 patients prior to May 15, 1952. Of 
SUMMARY
To evaluate a patient with mitral stenosis all the manifestations of the rheumatic state must be considered. Only those patients with a narrowed mitral orifice whose capacity to perform work has been diminished are considered eligible for surgery. The criteria whereby selection is made are enumerated. The management of the patient before, during and after surgery is a team job, with the internist or cardiologist carrying the main responsibility. ADDENDUM Since this study was reported, 52 additional patients have been operated upon, one patient being lost through uncontrolled ventricular tachycardia. This result has been accomplished by strict adherence to the criteria for the selection of and management of patients for mitral commissurotomy which have been outlined in this paper.
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SUMARIO ESPAROL La seleccion de pacientes para comisurotomfa mitral se debe hacer considerando todas las manifestaciones del estado reumaftico. Un acercamiento conservative se urge y ningutn paciente se debe operar a menos que no haya evidencia de aumento en hipertensi6n pulmonar y esfuerzo del corazon derecho. La preparacion del paciente, el tratamiento de las arritmias durante la operacion y el cuidado postoperatorio son responsabilidades del m6dico internista. Una cooperativa de fisiologo, cardiologo y cirujano deben funcionar juntos.
